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Physiol., 178, 155. Wechsler, A. (1959 Brit. ned. J., 1965, 1, 1222--1225 Behaviour therapy has recently attracted interest and controversy, but results are still uncertain in view of conflicting reports. On the one hand, Wolpe (1958) has claimed that 90 % of neurotic patients improved considerably with treatment, and similar enthusiastic reports have been made by Lazarus (1963) . On the other hand, the only controlled follow-up study available (Cooper, 1963) , although too small to allow definite conclusions to be reached, suggested that behaviour therapy had an advantage only in phobic patients. The frequent report of an improvement rate of about 70 % in a mixed group of neurotic patients must be borne in mind when assessing these and other new therapeutic claims-for example, Giel et al. (1964) . The value of general statements about the effectiveness of therapy increases with the number of patients studied and with the degree of control available, and with this in mind the results of behaviour therapy in 77 psychiatric patients treated at the Bethlem Royal and Maudsley Hospitals and followed up for one year have been collected together in this paper. The patients suffered from a variety of neurotic disorders. Thirty of the 77 have already been reported by Cooper (1963) , 31 who were treated for specific and generalized phobias are described in detail elsewhere , and the remaining 16 (including 5 with obsessional neurosis and 8 with writers' cramp) are described here for the first time. The same method of retrospective comparison with control cases has been used for all the 77 patients, allowing them to be grouped together for the purpose of a general discussion of behaviour therapy (satisfactorily matched control cases were found for 55 out of the 77 patients).
Method Assessment This is described in detail elsewhere (Cooper, 1963 ; Marks and Gelder, 1965) . Briefly, patients were included in the behaviour therapy groups only where they had five or more treatment sessions. A similar criterion was used for inclusion of controls, except for three with " other phobias " and two with writer's cramp, where owing to scarcity of cases fewer treatment sessions were accepted. (Any bias present from this would have favoured behaviour therapy.) Control cases with the same diagnoses, but who had had treatment other than behaviour therapy, were matched with the behaviour-therapy cases, first for sex and type of symptom, and then as closely as possible for age and for duration and severity of symptoms. All available information about patients' symptoms and activities before and after treatment was then extracted from the case-notes of both the behaviour-therapy and control cases, and put through a process of blind assessment by two independent judges. Assessments were made of the patients' state before treatment, at the end of treatment, and one month and one year after the end of treatment on a specific five-point symptom improvement scale and also on a general improvement scale. Results on the general improvement scale are not reported here as information on this aspect was too scanty.
Enuresis, encopresis, and school phobias were not included in this study.
Clinical Features of the Various Groups
Sixty-one of the patients have already been reported elsewhere, so their clinical features are only briefly noted.
Agoraphobias (29 cases-23 female).-These included fears of being alone, in the street or travelling. All were in-patients, and were severely handicapped by long-standing symptoms starting in early adult life-mean duration 10 years, mean age at treatment 34. Many had previous psychiatric admissions and other psychiatric symptoms. They were much more disabled than the patients of Wolpe (1958) and Lazarus (1963) . Controls were well matched.
" Other Phobias " (12 cases-10 female).-These had mainly fears of specific objects-for example, animals, insects, thunder -and as so few were available they were harder to match with controls. Only two were in-patients, and all had phobias of very long standing, largely starting in early childhood-mean duration 19 years, mean age at treatment 28. They were much less handicapped than the agoraphobics, with far fewer other psychiatric symptoms.
Obsessive Rituals (10 cases-9 female).-All were in-patients with well-matched controls-mean age at treatment 38, mean symptom-duration 10 years. They were more severely ill than most of those designated obsessional by Wolpe (1958 Wolpe (1958) , Eysenck (1960) , and Meyer and Gelder (1963) .
All phobic patients received graded practical retraining along the lines of Meyer and Gelder (1963) . Eight agoraphobics and four " other phobics " also had desensitization in imagination along the lines of Wolpe (1958) . In the obsessives a combination of both methods was used in most patients. Ten with writer's cramp had avoidance learning, and five had writing exercises. In addition, all patients were subject to the usual hospital influences and were given a variety of drugs, supportive interviews, and other treatments.
The controls received a wide variety of treatments; most received supportive interviews, sometimes alone and sometimes in combination with sedatives and tranquillizers. Only 10 received intensive psychotherapy.
Results
The Wolpe (1958 Wolpe ( , 1964 Patients with agoraphobia are more common than patients with the " other phobias " and present a particularly difficult treatment problem. Roberts (1964) has shown that their prognosis is poor, and that the reported improvement rates of 60-80% hide much residual social disability. Behaviour therapy by " retraining " does not appear to alter the prognosis significantly compared with a matched control group which received much less treatment. This is not to say that agoraphobics should no longer be sent out for walks as part of their treatment-indeed, it is widely recognized that this has a part to play-but rather that to make this the focal point of treatment does not improve the results. Again, only a few of these patients had desensitization in imagination, which Wolpe (1958) claims is a more efficient method of treatment. A prospective investigation of patients with severe agoraphobia treated in this way in hospital did not confirm this , but when less severe agoraphobics were treated as out-patients by desensitization in imagination, results were superior to those in out-patient controls, and to those in in-patients . Wolpe (1964) also points out that there are often complicated social aspects to these cases which must be treated. We agree with this, but consider that once these are dealt with by traditional methods of social work, interviewing relatives, and discussing emotional problems, the behaviour therapy cannot be singled out as solely responsible for any improvement that occurs.
Obsessional Patients (10 patients)
The failure of 7 out of 10 obsessional patients to improve shows the limitations of behaviour therapy in its application to this type of symptom. Wolpe (1958 Wolpe ( , 1964 gives a few examples of the successful treatment of obsessional patients, but it is not clear if there BRITISH MEDICAL JOURNAL were others of this type who did not respond. He reports (Wolpe, 1964 ) the successful desensitization to urine of an obsessional boy in two stages, the first stage consisting of " about five months of sessions taking place about five times a week" (presumably about 100 sessions), followed by an unstated number of sessions in the second stage. This case report gives an indication of the time, patience, and ingenuity that behaviour therapy can demand.
Writer's Cramp (13 patients)
Behaviour therapy produced improvement in only 6 (46 00) out of 13 cases of writer's cramp in this series, and this improvement was very limited. This is in contrast to the results of Liversedge and Sylvester (1960) , who treated 39 out of 56 patients referred to them for writer's cramp; 24 (62`'9,,) of these were stated to have improved greatly. Thus their figures can be regarded either as a success rate of 62 % of those treated or 47 % of those referred for treatment. Only 10 of their patients showed some other evidence of neurotic disturbance, whereas many of ours showed this.
Writer's cramp has been treated before by various combinations of retraining, relaxation, and graded writing practice (Kihn, 1937 ; Ajuriaguerra et al., 1956 ). These treatments clearly have features commonly found in behaviour therapy programmes, and, although the latter are more systematically constructed and arise from a more elaborate theory, it is not certain that they produce superior results.
Difference in Response Rates
The necessity of reporting results by clinical groupings is illustrated by the very different response rates in our groups. The common report of 70% improvement in mixed groups of neurotic patients could have appeared to be substantiated by our 61% for all behaviour-therapy patients mixed together. This figure is misleading when it is seen that it is derived from disparate conditions the improvement rates of which vary from 0 to 100 %, depending on the syndrome, timing, and degree of improvement under consideration. The statement of Giel et al. (1964) Twenty-nine severe agoraphobics did slightly but not significantly better than their 29 controls. Twelve " other phobics " -for example, animals, insects, thunder-showed far more improvement than 11 controls, this difference being significant at the end of treatment, but diminished and was no longer so after one year's follow-up. Differential response to treatment paralleled different clinical features of severe agoraphobia compared with other phobias. The latter were more continuous, much more circumscribed, with fewer other disturbances.
Results were poor in 13 patients with writer's cramp and 10 with obsessive rituals. Their corresponding controls also did poorly. Results were also poor in 13 patients with miscellaneous conditions.
It is concluded that behaviour therapy was useful in patients with circumscribed phobias, and is worth further application in other conditions in which anxiety is manifest in relatively specific situations.
The commonly reported figure of two-thirds improvement in mixed groups of neurotic patients is misleading in that it conceals marked differences in improvement rates from 0 to 100% in the course of different clinical syndromes, depending upon the timing and degree of improvement under consideration.
two possible mechanisms for a change of this kind. Thus tolerance might be improved because of an increased effectiveness of circulating insulin. This could be due, for example, to a lessening of insulin antagonism. Alternatively, there might be an improvement in the ability of the pancreas to secrete insulin so that more insulin was available following the stimulus due to oral glucose. This last possibility has been investigated.
Below are reported in detail the changes in the serum-insulin response to glucose during a period of carbohydrate restriction in a group of mild diabetics. The results in this group are
